• There are no practice models or frameworks to assist practitioners to help people develop their social networks and enhance their access to social capital.
What this paper adds
• Health and social care agencies can help people enhance their access to social capital via social networks.
• Workers can help service users enhance their social connections by supporting them to engage in new activities within their communities.
Introduction
Social capital is increasingly being recognised as important for health and mental well-being (Kawachi et al. 2007) . It is also increasingly being articulated as a useful concept for social work (Webber 2005 , Hawkins & Maurer 2012 , particularly as it could assist in the development of new social interventions, which may support an individual's recovery from a mental health problem. Defined by Lin and others as the resources that are embedded within social networks (Lin 2001 , Lin & Erickson 2008 , social capital can lead to greater occupational prestige, income and political influence when mobilised (Lin 2001 ). This conception is an extension of the social network theory and emphasises the importance of network members' resources, such as wealth, power and status, to an individual. It differs from communitarian notions of social capital (Putnam 1993) , in that its benefits accrue to individuals rather than to groups. Lin (2001) suggested that individuals can anticipate returns from their investment in social relationships through four mechanisms, which may improve their mental health. First, the provision of expert information from network members about the most effective interventions or health behaviours (Zambon et al. 2010 , Song & Chang 2012 or employment opportunities (Flap 1999) , for example, can promote recovery. Second, the power and authority of network members may exert a similar influence on health that individually possessed power and social ordering has on exposure and vulnerability to health risks (Song 2007) . Alternatively, the material resources of network members such as cheap loans to an individual with mental health problems, whose own resources are depleted through unemployment or long-term sick leave, could help alleviate debt or provide new opportunities (Lin 2001) . Third, network members' resources may act as social credentials and, in this manner, could directly intervene in health and social care (Song 2011) . Fourth, network members' resources can reinforce an individual's identification with a group and help maintain subjective social status (Song 2007) , which may help promote mental health.
Social capital is unequally distributed within societies, by age, gender and health status (Kawachi et al. 1997) . Furthermore, people experiencing long-term mental health problems or short-term psychological distress have access to less social capital than the general population (Webber & Huxley 2007 , Dutt & Webber 2010 , Song 2011 , Webber et al. 2011 . Inequalities in access to social capital arise through social network attrition associated with the 'pushing and pulling' away of friends and family members during the onset of severe mental health problems (Hawkins & Abrams 2007) . Impaired social functioning due to symptoms of mental health problems (Gotlib & Lee 1989) , social rejection (Perry 2012) and discrimination (Thornicroft 2006) , and strategies people employ to cope with stigma (Link et al. 1989 ) have all been shown to reduce network size. Additionally, an inverse correlation has been found between access to social capital and experiences of discrimination .
Although some social care workers help people build relationships and strengthen their connections with their local community (Huxley et al. 2009) , this is afforded a low priority by many (McConkey & Collins 2010) . There is good evidence that positive and supportive social relationships are associated with well-being (Brugha et al. 2005 , Aked et al. 2008 , Bowling 2011 , Webber et al. 2011 and that practitioners should aim to enhance individuals' networks to provide this (MacDonald et al. 2005 , Yeung et al. 2013 . However, there is limited evidence about social interventions, which assist people with mental health problems to enhance their social networks (Newlin et al. in press) .
Informed by the Medical Research Council (2008) guidance on developing and evaluating complex interventions, this study is the first stage in the development of an intervention to enhance social networks (Webber 2014) . This study aimed to understand how practitioners help people recovering from psychosis to develop their social networks. In particular, we aimed to investigate how workers created new opportunities for social engagement; discussed individuals' concerns about creating and maintaining social relationships; supported the development of social relationships with resourceful people (and their understanding of 'resourcefulness' in this context); and supported the process of investing in, and utilising, social capital held within networks.
Method

Design and setting
We conducted a qualitative study of practice in six health and social care agencies in England using combinative ethnographic methods (Baszanger & Dodier 1997) . This involved collecting data on a range of social network enhancement activities in six diverse contexts to allow us to generate general principles of practice through comparisons of individual experiences:
• Agency A was an inner-city third sector project, which connected people with mental health problems with others with shared interests;
• Agency B was an inner-city social enterprise, which helped young people with psychosis to develop new relationships through playing sport;
• Agency C was a National Health Service (NHS) early intervention in psychosis service in a mixed catchment area of countryside and large towns;
• Agency D was a large third sector housing support agency with many services across both inner and outer city locations;
• Agency E was an inner-city NHS social inclusion team supporting the recovery of people with psychosis;
• Agency F was an NHS early intervention in psychosis service covering a large rural area.
Agencies were selected purposively to provide diverse practice contexts, which is an important consideration in social capital research (Dudwick et al. 2006) . They all appeared to be engaged in social network enhancement activities on the basis of prior discussions with practitioners and managers. Agencies were selected from the NHS, voluntary and third sectors in rural and urban areas because it was anticipated that the context for practice played a significant role in shaping the relationships between practitioners and service users, and influencing the ability of workers to support individuals with their social networks.
Sample
Sample selection was guided by social capital theory (Lin 2001) . We provided managers from each agency with a briefing paper containing information about the study, the definition of social capital used in the study and case studies which appeared to exemplify social network development. They initially identified a small number of workers who they considered to be adept in the practice domains we aimed to explore. As familiarisation with the agencies and workers grew, the researcher recruited subsequent workers to participate in the study. The inclusion criteria were any worker in the participating teams or agencies (including social workers, occupational therapists, community mental health nurses, social care workers and volunteers) who appeared skilled in connecting service users with other people. Managers did not place any restrictions on access to practitioners, which enabled us to purposively select workers in both data collection phases until data saturation was achieved in each of the practice areas. As researchers led the selection of participants, there was very little self-selection of practitioners to the study.
We recruited a sample of people recovering from an episode of psychosis who were in their first or second engagement with mental health services to participate in the study. The only selection criterion we used was for participants to be receiving a service from the agency. Participants were largely between 16 and 35 years of age, as this was a typical inclusion criterion for early intervention in psychosis services (Patton et al. 2007 ), but the sample was not restricted by age or diagnosis. In the social inclusion projects (agencies A and E), we also included people with other mental health problems, and those above the age of 35, to obtain their experience of innovative practice that may not have been captured elsewhere in the study. Initially, staff members gave information about the study to service users who may have been interested in participating. However, as the researchers became more familiar with the services and their users, they were able to purposively select participants to obtain a diversity of experiences and perspectives on the research questions. Staff members allowed researchers full access to service users and only played a limited gatekeeping role in the NHS teams where they advised on who may lack capacity to participate because of experiencing an acute episode of psychosis. Although it is possible that staff may have influenced sample selection, researchers were able to mitigate any bias this may have caused by recruiting directly from among service users.
Sample sizes were guided by theoretical saturation (Glaser & Strauss 1967) across the practice domains of the study. Analysis was iterative and ongoing throughout the study, and we continued to recruit both workers and service users until themes were saturated and no new themes emerged in subsequent data collection. Recruitment was spread across the participating agencies in both data collection phases so that the samples were not disproportionately drawn from one agency. Although no target sample sizes were set, we ensured that participants broadly reflected the socio-demographic characteristics of workers and service users in the agencies they were recruited from.
Data collection
The field work was conducted from November 2010 to March 2012 in two phases using a sequential iteration method by which the researcher spent time within different teams, sites and settings in distinct phases of the data collection process. Ethnographic field methods of semi-structured interviews, unstructured interviews, non-participant observation, participant observation and informal discussions were used, with participants providing informed consent at each stage. Information sheets about the study were provided to practitioners and service users, with easyread versions provided to participants with limited ability to understand written English. Potential participants were provided with an opportunity to ask researchers questions about the study before giving their consent to participate. Participants' consent was sought for participation in each discrete element of the study. For example, if participants provided data in an interview, continued consent was not assumed and was separately obtained for involvement in subsequent observations. When the researcher participated in or observed groups or meetings, all service users and staff received prior notification that the researcher would like to use the opportunity for data collection and were asked for their informed consent for the researcher to participate. On occasions when staff or service users were not comfortable with a researcher observing a group or meeting, the observation did not go ahead to minimise disruption.
The first phase of the fieldwork began with the researcher interviewing workers using a semi-structured schedule to explore how they supported people to develop their social networks. Workers were asked to describe how they developed working relationships with service users, what they understood by resourcefulness and what they did to connect service users with resourceful people. Additionally, they were asked to provide examples from their recent practice of when they had successfully supported an individual to develop new, or maintain existing, social connections, and to discuss the barriers both they and service users faced during this process. Interviews typically lasted between 30 and 90 minutes.
This was followed by observations of their practice to explore the extent to which their practice related to their prior descriptions. This involved becoming part of groups and undertaking activities (participant observation), and shadowing workers observing their interactions with individuals (nonparticipant observation). Researchers observed the 'soft skills' involved in nurturing social connections; the activities which workers used as the context for connecting people; and the support provided by workers to maintain existing relationships. Participant observations typically occurred within an agency or another community location where groups were facilitated. Non-participant observations typically occurred in service users' homes, within an agency meeting room or in a community location, according to where the worker and service user met. Observations ranged in duration from brief encounters of less than 30 minutes to spending a whole day with a worker or a group. As the focus of observations was on how workers developed inter-personal relationships between individuals or within groups, the intensity of the observation varied according to its context.
The researcher developed strong relationships with the agencies and workers to permit access to multiple opportunities for observations, which allowed us to experience practice in as many situations as possible. This included regular groups based on arts and crafts, peer support or sport, for example, and one-off events such as concerts or exhibitions in which service users participated alongside other members of the local community. These strong relationships also allowed the triangulation of data from multiple sources, enhancing the reliability of our findings.
The observations involved service users who met the inclusion criteria for the study, with their informed consent. Following the observation, each service user was invited to participate in a brief semistructured interview (without their worker present) to explore their experiences of this practice. Service users were asked to discuss their perceptions of the effectiveness of their worker in supporting them with their social connections and the barriers they faced in connecting with other people. Interviews typically lasted between 30 and 60 minutes. The sequence of worker interview ? observation ? service user interview was not strictly followed to permit the pragmatic inclusion of data collection opportunities as they arose.
During each 6-month phase of data collection, researchers spent time within agencies to understand the context of workers' practice and the structural constraints and enablers of social connections. This varied from a day a week to a whole week at a time, depending on opportunities for data collection. Field notes were made throughout this process, and informal conversations were documented to record interactions and ways of working that may be important for social network enhancement interventions. This process enabled researchers to develop a 'thick description' of workers' practice in their respective contexts.
A second 6-month data collection phase was conducted following analysis of phase 1 data to ensure that data saturation was achieved. Phase 2 data collection focused on confirming emergent themes from phase 1; answering research questions which phase 1 data collection did not fully address; and obtaining a more in-depth understanding of the context of each agency. Similar data collection methods were used, but theories about intervention development from phase 1 were taken into the phase 2 field work to avoid repetition and allowed us to work towards data saturation. Additionally, individuals and workers with different points of view were sought to ensure that diverse opinions were represented.
While phase 2 predominantly included new workers and service users, we interviewed eight workers and two service users who participated in phase 1 approximately 6 months following their first interview. This semi-structured interview focused on how the worker's practice had influenced the service user's ability to make and maintain relationships, and enhance their access to social capital.
Data analysis
Interviews were audio-recorded and transcribed in full for analysis. Contemporaneous field notes were made by the researcher throughout the data collection phases, particularly the participant and nonparticipant observations, to capture practice contexts. Data were analysed as an iterative process throughout data collection using the constant comparative method in grounded theory (Glaser & Strauss 1967) . Data were analysed at the individual level of service users and workers as the study aimed to explore individual practice. We explored the perspectives of worker-service user dyads where possible, although this did not extend to a full social network approach to analysis.
NVivo v.10 was used to assist tasks of coding, retrieving and comparing data. Analysis involved a detailed reading and re-reading of the text (both transcripts and field notes) to identify initial themes in NVivo, which were refined through comparisons of text subsumed under each thematic category. This initial process was undertaken by two researchers working independently to enhance reliability and minimise the potential for bias. An initial coding framework was developed in NVivo and used as a tool to guide questions within subsequent fieldwork. It was used as a lens through which to observe the agencies and individuals that they worked with. Coding of subsequent field work within NVivo proceeded along two different dimensions.
First, topics were assigned to the following themes: 'agency', 'worker', 'individual' or 'practice'. 'Practice' referred to actions taken by workers which appeared to help an individual enhance their social networks. Practice is conceptualised here as the exercise of a profession or what practitioners do in the course of performing their duties. In contrast, 'worker' encompassed the personal qualities of a worker, or examples of practice that were specific to one worker in particular. 'Agency' referred to the organisation as a whole, as well as other organisations that participants had experienced in the past. The 'individual' domain included text about the users of the service. Text referring to more than one theme was coded multiple times. As the focus of this study was on professional practice, we did not separately code the social processes of forming and maintaining social relationships which, although important, required a separate analysis.
Second, a grounded approach was used to code data by subject in more detail (Glaser & Strauss 1967) . Data were analysed sequentially from each agency involved in the study, first from the perspective of workers (managers, frontline staff and volunteers) and then from each agency's service users. At this point, the coding framework in NVivo was refined to combine similar nodes, reducing the node count from over 100 codes to 13 overarching themes.
Triangulation was achieved in the analysis through comparison of worker and service user perspectives within each agency, and between the two phases of data collection. Data from phase 2 interviews with the 10 people who had been interviewed in phase 1 were integrated into the analysis to explore the outcomes of workers' practice and triangulate findings between data collection phases.
Finally, six transcripts were picked at random and coded according to this new coding framework in NVivo, to ensure that no themes had been missed. No new themes emerged from the data, so it was assumed that saturation had been reached. The analysis was largely conducted by the field worker, although the principal investigator was involved throughout in discussing coding structures and thematic categories to further enhance reliability.
Ethical approval for the study was provided by the NW London NHS Research Ethics Committee 2 (ref. 10/H0720/48).
Results
In total, 73 workers and volunteers participated in the study (Table 1 ). The gender, ethnicity and occupational profiles of the sample were typical of the mental health workforce in England (Health and Social Care Information Centre 2013, 2014), although social care staff were overrepresented because of the social interventions being studied. Also, there were a higher proportion of people aged under 40 in the sample, possibly because those working in early intervention in psychosis services are typically younger (Lester et al. 2007) .
A total of 51 service users participated in the study (Table 1 ). The predominance of men, younger age groups and an overrepresentation of black ethnic groups in our sample was typical of the epidemiology of psychosis in England (Sadler & Bebbington 2009) and the target population for this study.
The presentation of findings starts with the skills and attitudes of the worker, which appear necessary for social network enhancement activities, and is followed by an examination of the processes associated with connecting people. The role of the agency is considered separately as it provides the context for the practice explored in this paper. Finally, the barriers to social network development are explored. Findings are presented as the shared perspectives and experiences of service users and workers, although different opinions are highlighted where relevant.
Worker skills, attitudes and roles
The attitude of the worker towards social network enhancement appeared central to the likely success of interventions. As in models of recovery wherein practitioners can play a key role in fostering hope (Leamy et al. 2011) , workers with a 'can-do attitude' appear to be more effective. This attribute encompassed the capacity to do things quickly, flexibly, confidently, enthusiastically and to enjoy the job (e.g. Figure 1 ).
Relationship building skills appeared to be equally important. These included having a sense of humour and being friendly. Body language and communication skills were also key, as well as patience and time to spend being supportive, reflective, and having selfawareness and insight. A person-centred approach (Rogers 1959 ) and the centrality of the service user appeared to be important as intervention success appeared to depend on listening and responding to what an individual was interested in and wanted to achieve, rather than being designed by the service. However, positive attitudes occasionally needed to be more actively conveyed to an individual to promote that person's confidence, responsibility, hope and empowerment. An absence of these 'soft skills' in our data was notable, suggesting a potential training need for workers.
Although context-dependent, clarity about professional boundaries and roles appeared important, allowing workers to act within them accordingly and not feel too constrained by them. However, a clear difference emerged between the NHS and third sector agencies on this point, with a greater blurring of roles in the latter (Figure 2 ).
More equal relationships between a worker and a service user appeared to be important in supporting someone to develop their network. Respect, a shared sense of identity, honesty and trust, and empathy from shared lived experience appeared important elements of equal relationships. In NHS mental health services, however, where professionals frequently held considerable power, including the means to compulsorily detain individuals in hospital, this was often problematic.
Processes involved in connecting people
The exposure of a service user to new ideas appeared to be a key element in the process of identifying opportunities for connecting people and developing social networks. To do this effectively, a worker needed to be continuously thinking about potential opportunities as a component of everyday practice, and actively identifying opportunities when they arose. For a service user to be more likely to engage with these new ideas, it Figure 2 Worker roles.
appeared to help if a worker shared their personal experiences and resources (Figure 3 ). Once a relationship had been formed and new ideas discussed, the worker and service user set goals together. Successful goals appeared to be tangible and realistic, articulated in clear steps which did not overwhelm the individual. The creation of new networks and relationships in the course of attaining these goals provided the context for the creation of social capital. Workers assisted by introducing service users to new people with similar interests either within the agency or to resourceful people outside the agency. Both service users and workers identified that workers needed to develop new contacts to help facilitate this process.
Workers identified new contacts by word of mouth, as well as networking both within and outside their organisation. Engagement with local communities (geographical or interest) appeared to be at the heart of this process. This active process corresponded with the less tangible, attitudinal element of finding out about new ideas during their daily work from colleagues and their networks.
When fostering and nurturing enthusiasm for the process appeared problematic, engaging in activities appeared to be an effective approach to connecting people (Figure 4) . The activity was either provided by the agency or was one the worker and the service user decided upon together. However, the motivation to attend an activity, group or scheme was important, as was the self-awareness and existing knowledge of a service user, which appeared to increase self-confidence.
Building a service user's skills and providing them with the opportunity to use or share them appeared effective tools in connecting people. Additionally, practical support from the worker -such as help with a CV or job applications, or with managing personal finances -was perceived by service users as being important in helping them to achieve their goals.
Attending activities or interviews together and introducing a service user to a new environment were also seen as potentially useful as it gave them confidence to try new things. By gaining new skills and confidence facilitated by workers and the agency, and taking responsibility for working towards their goals, service users who tried new activities formed new social ties in their local community or community of interest. Graded exposure techniques (De Silva & Rachman 1981) were used quite frequently. Service users who were provided with flexible ongoing support reported feeling more secure than if they were left to attend new activities alone, particularly those who lacked in confidence or were fearful of discrimination because of their mental health problem.
Role of the agency
The extent to which the agency engaged with its local community appeared to influence its ability to develop service users' personal networks. Health and social care services facilitated bonding social capital by linking homogeneous individuals in shared activities, particularly when they provided a nurturing, friendly environment, which did not feel too 'clinical'. Arguably, more importantly, however, they supported the formation of bridging social capital by introducing individuals to training, employment or other opportunities, which connected them to heterogeneous others. Additionally, strong connections within an agency appeared to be associated with the sharing of information and fostering of external connections ( Figure 5 ). Third sector agencies embedded within local communities which used non-stigmatised locations appeared more successful in facilitating social connections, although this needs to be empirically verified.
Many participants discussed, or were observed developing, relationships with other users of the service they were receiving. Friendships and relationships formed naturally and we observed only a few instances when workers intervened to support the development of an individual's social skills to facilitate this process. Teamwork, social networking and undertaking shared activities based on shared experiences aided the formation of relationships. Some individuals found that these 'safe' interactions within the agency helped their confidence in forming other relationships externally. However, several service users described the agency as a place which they went to for its facilities and to see their worker, rather than as a place to make friends. Although we observed the development of social connections within agencies, this paper did not specifically explore the role of peer 
Barriers to network development
Barriers to developing social networks appeared prominent throughout the fieldwork and could be categorised as attitudinal or contextual. Stigma of mental health problems and negative attitudes of others were prevalent barriers. Contextual barriers appeared to be shared by both workers and service users, mostly characterised by a lack of resources such as money, transport, knowledge, time or support. Barriers were not perceived as insurmountable by the more positive workers, and service users who acknowledged them explored ways around them and sought to overcome them. Although barriers prevented individuals moving continuously forward in a linear journey, many achieved their goals by other means or took longer than originally planned.
Discussion
This is the first study to explore the processes involved in health and social care agencies which are supporting people recovering from an episode of acute mental illness to develop their social networks, although its findings mirror ethnographic studies of similar contexts (e.g. Simpson-Young 2008). Our findings suggest that shifting the focus of clinicians away from deficits in the social functioning of people with psychosis (e.g. Brugha et al. 1993) to identifying assets and shared interests among them (Rapp & Goscha 2011) encourages social engagement. This study supports Perry's (2012) findings that changes in social environments impact the social networks of people with severe mental health problems. It appears that providing meaningful opportunities for isolated people to meet others who share their interests can support the development of their social networks and improve their access to social capital.
This study is limited to the experience of practice within six agencies. It is possible that other agencies were working in other potentially more effective ways, but we were unable to capture this within this study. It is also possible that our observations and interview questions were unduly shaped by our preconceptions of what social network enhancement practice might look like. The initial nomination of workers by managers may have skewed the sample, but the inclusion of a large number of people in this qualitative study helped to counter sampling bias. However, the possibility remains that some perspectives were not adequately captured. For example, a larger number of workers participated than service users, which may have biased our findings towards the perspectives of the former.
People who identified themselves as carers or family members of the service users were largely absent from the sample. This was not intentional, but was possibly caused by our recruitment strategy, which focused on agencies and not families. Also, many of the study participants did not have carers or family members involved in their care or support, although the importance of family members was emphasised by those who did.
Our approach to data collection provided us with simultaneous insights into multiple practice contexts, which enabled us to test emerging theories in different sites. However, the study's focus on a small number of agencies and its iterative nature possibly made it difficult to directly compare practice between the participating agencies. A survey approach would have obtained data from a larger number of sites facilitating comparison between them, although it would have failed to capture rich contextual data. A further limitation of our methodology was a bias towards activities which may help generate social capital rather than those which may assist in its mobilisation. It is possible that this was a result of a focus on the development of social connections rather than utilising these social connections, as workers appear more familiar with the former than the latter. Additionally, as the focus of this study was on professional practice, we did not separately analyse the social processes of forming and maintaining social relationships which, although important, require separate consideration. This study found that agencies with stronger and more numerous connections with other community projects and networks appeared better able to connect service users with local opportunities. However, inter-agency working was not a significant focus of this study and further research is required to investigate its effectiveness in supporting the development of service users' networks.
Conclusions
While data in this study cannot be generalised to the whole population of people recovering from an episode of psychosis, our sample of workers and service users recruited from multiple contexts has helped us to identify practice components which appear effective. The modelling of these components will assist us to develop an intervention framework, which can be used to support workers in improving outcomes for service users. Intervention modelling will also permit replication of good practice and provide the basis for subsequent evaluation to help develop an evidence base for this neglected aspect of health and social care practice (Webber 2014) .
